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Health Equity for All*Leslee J. Shaw, PHD, Javed Butler, MD, MPHT he evolving care paradigm and ensuingimplementation of high-quality evidencethat deﬁnes optimal beneﬁts and risks into
daily clinical practice has resulted in dramatic de-
clines in case fatality rates for cardiovascular disease
over the past several decades. Since the late 1970s,
age-adjusted coronary heart disease mortality rates
have been halved in the United States (1). In this issue
of the Journal, recent data from the Nationwide Inpa-SEE PAGE 337tient Sample reveal trends in acute myocardial infarc-
tion (AMI) hospitalization and mortality rates among
younger adults (<55 years of age), demonstrating no
mortality declines among young men (p ¼ 0.60),
with sizable (30%) reductions reported among young
women from 2000 to 2010 (p < 0.0001) (2). This
achievement is notable given prior investigations
revealing worsening mortality among younger
women compared with younger men, with this excess
loss of life greatly affecting thousands of families as
well as societal productivity (3,4). Many factors
potentially contributed to this mortality decline,
including public awareness and medical education
programs, as well as public reporting of hospital mor-
tality and other quality metrics.
Importantly, although the declines in female-
speciﬁc mortality were nearly 5-fold higher than
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paper to disclose.mortality remains for women. Across each of the 10-
year spans observed, higher in-hospital mortality
rates were reported among women compared with
men. Attributing factors for excess deaths leading to
suboptimal care for women are complex and vary
from sex-speciﬁc differences in plaque rupture and
erosion to socioeconomic factors and reduced diag-
nostic accuracy (5). The recent focus on the imple-
mentation of guideline-recommended best practices
and appropriate use criteria is one means to advance
sex equity in post–myocardial infarction care. How-
ever, persistent excessmortality among youngwomen
emphasizes the ineffectiveness of current practices
and demands for alternative approaches targeted
toward women, including funding of sex-speciﬁc
research and guideline development, which should
be a high priority for our society. It remains vital that
sex-speciﬁc differences in guidelines constitute more
than 1 page of our large guideline documents.
The present report further reveals that combining
women into 1 subset of patients is myopic. The re-
port from Gupta et al. (2) notes an increase in AMI
hospitalization rates for younger black women
compared with white women. This higher hospitali-
zation rate for younger black women may be the
product of improved public awareness leading to
greater rates of presentation to the health care system
following symptom onset. Supplemental details on
reductions in out-of-hospital sudden cardiac arrest
and undocumented myocardial infarction rates are
required to infer whether a shift to hospital-based
care has occurred within this priority population of
young black women. Likely, a more disconcerting
alternative is related to the increasing burden of risk
factors in black women that escalates their coronary
disease risk beyond that of white women and at a
decidedly young age. As populations have become
increasingly more diverse, the observation that a
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347majority of the population has an ever expanding
prevalence of risk factors accentuating their hazard
for incident myocardial infarction is vitally impor-
tant. This study shows further demonstration of
the high-risk status of young black women who pre-
sent with AMIs and a heavy risk factor burden
compared with white women. Unfortunately, we have
no data on whether these risk factors are diagnosed
late (at their index hospitalization) and, thus, are
uncontrolled and prone to complications (6). How-
ever, the higher rate of AMI hospitalization combined
with the risk factor burden suggests that primary
prevention efforts are less effective for young black
female patients.
Risk-based detection strategies form the core of
targeted preventive strategies, and recent revisions to
the risk-based calculators now include black race (7).
However, recent validations of the new risk calculators
reveal that they are less effective at categorizing risk in
black women (8). If important subsets of the popula-
tion remain at high risk, then our current cardiovas-
cular screening approaches are clearly inadequate to
create equitable health care for all. Governmental
policy efforts are under way to ensure accurate docu-
mentation and tracking of quality health care for
important patient subsets. In 2012, regulations within
the Patient Protection and Affordable Care Act
mandated that federal health care programs collect
and report data on race, ethnicity, sex, and primary
language. Population data consistently report a
greater burden of morbidity and mortality related to
cardiovascular disease among black women and men
(9). Given the consistency in reported ﬁndings on
health care disparities among black women and men
over the past several decades, the question to be asked
is why it took so long for such a mandate to be crafted
into law.
The body of sex and racial differences in cardio-
vascular disease indicates 2 consistent patterns in
the published research: generally less dramatic de-
clines in cardiovascular risk and a higher risk status
at a younger age (9). Although Gupta et al. (2) report
declines in in-hospital mortality among women,the rate of decline is clearly insufﬁcient, and the
increasing burden of hypertension, diabetes, and
chronic kidney disease in young black women pre-
senting with AMI is consistent with the evidence
amassed over the past several decades. Things are
changing, as recent research efforts now target the
development of strategies to reduce racial disparities
in health care (10). In 1 simulation model, prevention
programs that successfully achieved risk factor goals
would further reduce cardiovascular mortality by
about 50% compared with our current approaches
(11). Although the timing of recent legislative efforts
may be criticized, this law importantly eliminates
denials of coverage for people with pre-existing
conditions and increases funding for community
health centers that certainly will affect diverse pa-
tient subsets. Expansion of funding for community
health centers is 1 step toward providing compre-
hensive, culturally competent, quality health care
services for areas with high rates of uninsured U.S.
citizens (12).
Yet is it time for more of a shift in policy for car-
diovascular prevention? Current prevention pro-
grams rely on the high-risk approach whereby
patients exceeding a particular risk threshold are
targeted for more intensive risk factor and life-style
interventions (13). An examination of policy models
reveals that high-risk preventive approaches empha-
sizing costly drug and life-style interventions only
widen socioeconomic inequalities (14). If we consider
the current climate for health care reform and value-
based care, should we not consider health equity as a
primary target for improving the lives of our diverse
American culture that would maximally affect care
for persistently identiﬁed high-risk subsets, including
black women? Clearly, those efforts regulating sex
and racial equity of care are those that ensure quality
care for all.
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